Introduction: Rubella is a contagious disease, caused by rubella virus and transmitted via the respiratory route. Rubella in pregnancy may cause
Transplacental infection resulting in CRS occurs in infants who are born to women with rubella occurring at 20 weeks or less of gestation [1] . During the second week after exposure, prodromal illness which consist of fever <39oC, malaise and conjunctivitis occurs.
Postauricular, occipital and posterior cervical lymphadenopathy is characteristic and typically precedes the rash by 5-10 days. The rash usually starts on the face and neck before progressing down the body lasting 1-3 days [2] . Globally, 121,344
cases of rubella were reported by the World Health Organization (WHO) in 2009 [1] . The WHO reported an increase in rubella cases in the African Region from 865 in 1990 to 17 388 in 2009 [1] . About 5% of rubella infections occur in women of child bearing age and 90% of these women pass the rubella infection to their babies [1] .
Worldwide it is estimated that there are more than 100 000 infants born with rubella syndrome each year [3] . In infants, CRS can be detected in nearly 100% at the age of 0-5 months. Written informed consent was obtained from study participants.
Results

Descriptive epidemiology
A total of 374 cases of rubella were seen between the 24 th of June 
Analytic epidemiology
A total of 88 cases and 88 controls of children below 15 years were recruited into the study. Of the 88 cases 53% were males and 47%
were females. Of the 88 controls, 50% were males and the rest were females. The median age of cases was 6.5 years (Q1=4; Q3=8) and of the controls was 5.5 years (Q1=1; Q3=9). Table 3) .
Caregiver knowledge and perceptions on Rubella
Caregivers perceived the rubella illness as measles. All (100%) care
givers perceived the illness as a dangerous disease and childhood immunization as important. Only 10.2% and 6.8% of the caregivers' cases and controls respectively, knew that rubella is spread through contact with an infected person (p=0.57). The majority of the caregivers (97.8%) reported to the health facility within two days of onset of rash and did not use any local herbs at home.
Epidemic preparedness and response
The outbreak was detected at health facility level during week 26 on the 24 th of June 2014. The health facility conducted an investigation on the same day. The DHE intervened on the 11 th of July 2014.
Active case finding was done in schools and in the community with the help of the Environmental Health Technician (EHT) and Village Health Workers (VHWs). Cases were screened, treated and quarantined. Cases were not allowed to mix with other children at home and at school. They were not allowed to play and sleep together with others. They were quarantined until after the infectious period, a week after onset of rash. Line lists were compiled daily. All cases were treated according to the national guidelines. Resourses were adequate for the outbreak response.
Medicines were received from the district and from Medicines Sans
Frontieres (MSF). The district availed 3 community nurses to the clinic and a doctor from MSF also joined the clinic staff. However, there were no Information Education and Communication materials (IEC) on rubella for community awareness and education.
Discussion
The study sought to determine factors associated with contracting rubella in Gokwe North district using a case control study design.
This study design has a potential for ascertainment bias, which was givers perceived rubella as measles which are almost similar in terms of transmission and signs and symptoms and there was no significant difference in knowledge between cases and controls except for some signs and symptoms which were fever, cough and coryza where there was a significant difference. This might be due to recall bias whereby caregivers of cases were more likely to know how their children presented than of controls. However caregivers did not know the importance of quarantining sick children both at home and at school, thus the quick outbreak spread. The district responded timely to the outbreak, meetings were held daily at the health centre and line listing was done on a daily basis. However, there were no information, education and communication materials on rubella for community sensitization and this implies that community education was inadequate.
Study limitations
There was a possibility that controls could have been infected with rubella virus but not yet developed signs and symptoms of rubella during the investigation period. This could have introduced ascertainment bias which might have reduced the strength of associations; the median age for the cases was 6.5 years and for the controls was 5.5 years because the school going children in the community were mostly affected than the non school going children; caregivers perceived the rubella illness as measles and they were knowledgeable on measles which has some similar risk factors and signs and symptoms with rubella; no published case control studies on rubella were available; hence the author used unpublished studies; the study was conducted on children who were 15 years and below, hence the results cannot be generalized to populations outside this age group. 
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